Fournier's gangrene(FG) is a rare, necrotising fasciitis of the genitals and perineum with occasional cranial extension to the abdominal wall caused by a mixture of aerobic and anaerobic microorganisms. The complications of this synergistic infection are multiple organ failure and death. Due to the aggressive nature of this condition, early diagnosis is crucial. Treatment involves extensive soft tissue debridement and broad-spectrum antibiotics. Despite appropriate therapy, mortality is high. We report a case of a gentleman who presented with gangrenous and necrotic penile, scrotal and perineal areas. Patient was successfully managed by extensive soft tissue debridement, broad spectrum antibiotics and skin grafting.
Introduction
FG is an uncommon, rapidly progressive infection of the male genital, perineal and perianal regions with occasional cranial extension to the abdominal wall. It is characterized by a synergistic, necrotising fasciitis leading to the thrombotic occlusion of small subcutaneous vessels and the development of gangrene.
1 The first case was described by Baurienne in 1764 but the condition was named by Fournier in 1883 who reported the cases of five men with the condition with no apparent etiology. Infection most commonly arises from the skin, urethra, or rectal regions. There are two types. Type I is due to a mixture of aerobic and anerobic organisms usually following an abdominal operation or associated with diabetes mellitus. 2 Type II is due to Group A Streptococcus synergistic with a second organism (Staphylococcus aureus, coliforms, Bacteroides spp.). 2, 3 The majority of patients with FG are immunocompromised 3, 4 Malignant disease, obesity, diabetes mellitus, peripheral vascular disease, local trauma, urethral stricture and perianal disease have been cited as the main predisposing factors. 5 Due to the aggressive nature of this condition, early diagnosis is crucial. Treatment involves extensive soft tissue debridement and broadspectrum antibiotics. Despite appropriate therapy, mortality is high. 6 We report case of fournier's gangrene (FG) and review it's causes and management.
Case report
A 66 year-old-gentleman presented with fever and pain with blackish discolouration of penis and scrotal skin for 2 days followed by blister formation and ulceration. Alfred Fournier, a French venerologist, described a subgroup of necrotizing fasciitis in 1883. 8 Originally, it was thought to be an idiopathic infection of healthy males. However, modern use of the term Fournier's gangrene has been expanded to include all perineal necrotizing infections in both men and women. 7 The majority of infections documented occur in diabetic men aged 50 to 70 years. 8 It is a serious condition characterised by cellulitis of the scrotal skin leading to subcutaneous necrosis, all of which are preceded by subcutaneous crepitations. The testes are unaffected. 3 In a large population based epidemiologic study, 1641 males and 39 females with FG identified. Cases represented less than 0.02% of hospital admissions.
The overall incidence was 1.6/100,000 males, which peaked in males who were 50 to 79 years old. The overall case fatality rate was 7.5%. 9 The illness begins with a prodromal period of genital discomfort and pruritis followed by sudden onset of perineal pain 5, 7 However, as the gangrene progresses this pain is replaced by anaesthesia. 7 Initially, the skin may appear to be normal and the extent of the subdermal gangrene may not be apparent. 3, 7 Progression through the fascial layers results in deep tissue necrosis and gangrenous skin changes, resulting in drainage of the affected area and demarcation between viable and dead tissue. One of the most important causes of this infection is poor hygiene. Usually it is due to a less aggressive, more routine infectious process through some point of entry involving the colon, urinary tract, prostate or anorectal area. 5, 7 It is secondary to polymicrobial infection by aerobic and anaerobic bacteria with a synergistic action. Candida albicans has also been reported as the primary microorganism. 10 The most commonly isolated microorganism in both male and female patients was E coli. 11 The aetiology is identified in 95% of cases. Renal profile is impaired in septic shock.
Coagulopathies, such as disseminated intra-vascular coagulopathy, secondary to sepsis/septic shock may also be seen. A mid-stream urine sample is taken to exclude urinary tract infection. The source of infection should be investigated by whatever means necessary.
An intravenous pyelogram, barium enema, sigmoidoscopy and/or cystoscopy may be appropriate and the underlying cause should be treated. 3 Tissue biopsies and pus are sent for culture and sensitivity.
These infections are a surgical emergency; a delay in treatment is associated with a significantly higher mortality rate. Radical debridement should be carried out, aggressively removing all necrotic tissue and any marginally perfused tissue. Debridement should be continued until all remaining tissues are adherent and viable. 7 As a rule, the penis, testes, bladder and rectum are spared if possible. 7 The wound is closed later with skin grafting.
FG is a life threatening illness requiring emergency surgery, despite which the patient may still not survive.
Mortality rates as high as 20 to 30 percent have been described in some studies. 4 Certain factors influencing the survival of these patients, primarily relating to the patient's metabolic status and the extent of the disease, were evaluated by Laor et al. from which the FG severity index (FGSI) was formulated. 16 In the FGSI, to reduce FG's high mortality rate. It seems that there are no major differences between male and female patients in the characteristics of the condition. 11 Good management is based on aggressive debridement, broad spectrum antibiotics and intensive supportive care. 18 Hyperbaric oxygen therapy and reconstructive procedures may be needed in the course of treatment process. 19 The FG severity index remains an objective and simple method to quantify the extent of metabolic aberration at presentation in patients with FG.
